Background: Health insurance is a social security system that guarantees the provision of needed health services to persons on the payment of token contributions at regular intervals. The objective of the survey was to determine knowledge, practice, and willingness of households in Nigerian Capital City to pay and participate in Community Health Insurance Scheme. Materials and Methods: This descriptive and analytical cross-sectional study was carried out using the multistage cluster sampling technique to obtain data from 300 selected household heads or main financial decision makers. The data was analyzed using EPI-INFO software package. Statistical significance of p < 0.05 and confidence limit of 95% was used. Results: The major findings showed that the level of awareness (13%) concerning Community Health Insurance (CHI) was found to be very low among the respondents. The general principles of CHI were also poorly understood by the respondents. Attitude to the programme was positive as many showed interest in participating and enrolling themselves (97.0%), some family members (96.3%) and entire family members (90.3%). Borrowing money to settle medical bills in this study has occurred in 30% of instances. Majority of respondents were willing to pay premiums ranging from N450 (96.6%) to N1200 (72.5%) for simple packages that do not include surgery and hospitalization. Conclusions: The community members were willing to participate and enrol if the programme is brought to them. There is a need to adequately subsidize the premiums that respondents were willing to pay in order to meet up with the cost of treatment.
Introduction
Healthcare delivery remains one of the most important basic social services any government or organisation can render to its people. Public health system in Nigeria is characterised by low funding, poor motivation of health workers and inequitable access to health [1] . Although the Federal Government of Nigeria has estimated that public funding of health is 1-2 % of national gross domestic product (GDP), this figure falls very much below the World Bank's estimate of 0.3 % of GDP for the period 1990-1996 [2, 3] . These estimates are even much lower than the 2.6 % average observed for sub-Saharan Africa, and the 15 % recommended by the World Health Organization [4] .
In Nigeria, about 70% of the population reside in the rural areas [5] . Similarly, only about 60% of rural dwellers have access to health care, which is mainly of a poorer quality of care than what obtains at the urban centres [6] . Access to health care has been greatly reduced for the poor households due to their low purchasing power evidenced by their earning and expenditure patterns. This is because the predominant health care financing mechanism in Nigeria has been the out of pocket option. To get round this problem and safeguard the rural poor from the catastrophic nature of health financing, prepayment schemes and community-based insurance schemes have been advocated [5, 7, 8] .
Community-based health insurance (CBHI) schemes attempt to bridge the gap between increasing health needs and scarce resources in poor communities as well as providing protection for the most vulnerable groups through cross-subsidization. However, these schemes are often initiated without strong empirical information that can help to benchmark cost-sharing potentials and other forms of participation of households in the community. [12] . Age, gender, socioeconomic status and place of residence have been identified in previous studies as determinants of WTP, [9, 10] .
This descriptive and analytical cross-sectional study was therefore carried out to assess the knowledge and practice of household heads in Federal Capital Territory (FCT) communities on Community Health Insurance Schemes, determine willingness to pay; and identify the major factors that can influence willingness of households in FCT communities to pay and participate in a Community Health Insurance Scheme.
Materials and Methods
The study area consists of the 6 area councils of the FCT. The area councils are similar in population sizes but different with regards to socio-demographic characteristics. Using Fischer's formula, a sample size of 223 was calculated using a previous study with prevalence of willingness to participate in a community health insurance scheme of 82.4% [10] . The sample size was adjusted to 300 household heads to cater for nonresponse and to increase the power of the study.
Multistage sampling technique was adopted for the study. One community was selected from each of the area councils using simple random sampling by balloting, making a total of 6 communities used for the study. Cluster sampling technique was adopted to select 50 households in each of the selected communities. At the household level, any person recognised by other residents as the household head or the major financial decision-maker and who gives consent to participate was interviewed. A pre-tested interviewer-administered semi-structured questionnaire was used in this survey. The questionnaire was designed to elicit information on the knowledge, attitude, and willingness to pay and participate in a community health insurance scheme from the household heads in the study area. Questionnaires with inconsistencies were returned to the communities for revalidation by supervisors. The data obtained were sorted out, edited and coded before being fed into the computer for statistical analysis using the EPI-INFO 2000 software package version 3.5.2. Data analysis was done using both descriptive and inferential statistics. The data was analyzed using EPI-INFO software package. Statistical significance of p < 0.05 and confidence limit of 95% was used. Descriptive statistics such as mean, frequency and percentages were used in the presentation of results.
Results
Most (30.5%) respondents had at least primary education while 18.0% had no formal education. Almost all (95%) respondents earned a living one way or the other while 5% did not have any income. The monthly income of respondents ranged between 10000 and 167000 naira with a mean of 33600 naira. Majority (61.5%) of the respondents without income survived mainly on their spouses, 23.1% on parents while 7.7% equally depended on friends and the government.
Most (87%) of the respondents were not aware of community health insurance while 13% of them had heard of community health insurance before. The main sources of information were the radio (46.2%), friends (20.5%), television (17.9%), community members (7.7%), the school (6.0%) and family members (3.0%). The percentage level of awareness for the principles known as a characteristic of CHI by respondents includes Pooling of pre-paid funds (20.5%), Dynamic mutual aid (7.7%), Targets the informal sector (20.5%), not-for-profit (17.9%) and Community Participation (33.4%) ( Table 1 ). The household health expenses (including hospital bills, drugs, chemists, and traditional healers) in the preceding year ranged between 0 to N350000 with a mean of N35536 and mode of N10000. The main methods of paying health bills were out of pocket (97.6%), NHIS (1.0%) while other sources accounted for 1.4% (Table 2) .
Ever borrowing money to pay health bills occurred among 30% of respondents with the mean amount borrowed ranging from N500 to N135000 and a mean of N19583. Money was mostly (93.7%) borrowed from friends with relatives and cooperatives accounting for 3.0% and 3.3% respectively. Ever sold personal items to pay hospital bills occurred among 26.7% of respondents (Table 2 ) with 23.2% of them having done so in the preceding one year.
Close to half (44.2%) of respondents' household members had been ill but did not seek medical attention from modern health facilities at one time or the other in the previous year. The main reasons for not seeking care were that the illness was not perceived as serious (98.5%) and lack of money (90.0%).
Few (6.7%) of the respondents' household members currently had any form of health insurance as at the time of the study. Almost all (97.0) of respondents were willing to enrol themselves and most (90.3%) were willing to enrol their entire household members if offered community health insurance. For those not willing to enrol, the main reasons were lack of awareness (51.7%) and general lack of interest (27.7%). (Table 3 ). Majority of respondents were willing to pay premiums ranging from N450 (96.6%) to N1200 (72.5%) for simple packages that do not include surgery and hospitalization. Educational level and gender were significant factors influencing the knowledge and awareness of the respondents. (p<0.05) ( Table 4 ).
Discussion
The level of awareness (13%) concerning Community Health Insurance (CHI) was found to be very low among the respondents. This is expected considering the fact that the programme was just at its initial stages in the FCT at the time of this study. The general principles of CHI were also poorly understood by the respondents as none of the principles was known by more than 33.4% of respondents. This finding is comparable to a study in Uganda where majority (64.5%) of insured persons had poor knowledge of community health insurance [13] .
Among those that were aware, radio was reported as the main source of information compared to television and community members. Thus the radio would be animportant strategy for subsequent population-based IEC in the area. There is thus a need for large scale Information, Education and Communication (IEC) programme through social marketing in the area prior to and during commencement of CHI. After the interviewers explained the CHI and its principles, the general attitude to the programme was positive as many showed interest in participating and enrolling themselves (97.0%) and entire family members (90.3%). The positive disposition of most respondents is a good finding that would enhance programme success in the area. Whether these translate to actual enrollment would be demonstrated during subsequent intervention and enrollment programmes. For those not showing interest, the main reason was given to be the fact that they did not yet know about CHI and just lack of general interest. In a study carried out in South East Nigeria, less than 40 percent of urban and 7 percent of rural households were willing to pay for Communitybased health insurance membership both for themselves and other members of the households [9] . The need to increase the level of IEC is therefore further supported by these findings.
Selling of household assets is one of the cushioning effects to offset medical bills [13] . This practice has ever occurred in 26.7% of respondents in this study with 23.2% having done so in the preceding one year. In a Ugandan study, about 55% of respondents ever sold household assets to pay medical bills [13] . CHI is expected to reduce the practice of having to sell household assets to pay medical bills. It is also common in the Nigerian environment to have to borrow money to settle medical bills which has occurred in 30% of instances in this study with the amount borrowed ranging from N500 to N135000 and a mean of almost N20000 mainly (93.7%) borrowed from friends. These practices are likely to reduce if CHI is effectively imbibed and provided in the various communities.
Majority of respondents were willing to participate in the CHI and willing to pay premiums ranging from N450 (96.6%) to N1200 (72.5%) for simple packages that do not include surgery and hospitalization. For packages that include surgery and hospitalization, the premium the respondents were willing to pay ranged between N50 to N4000 with a mean of N1200. The most frequently acceptable amount for nonsurgical package was N1000 and for surgery, it was N1500. The implication of this for the programme is the need to find a way to subsidise these amounts and based on the principle of pooling of financial resources, this should be workable. The final premium to be paid would, however, be subject to the policy of the FCT administration but these figures are useful guidelines.
The community members were willing to participate and enrol if the programme is brought to them, with most of them willing to make financial contributions in favor of themselves and family members. The respondents health expenditure were being mainly met from out of pocket means and are most likely to benefit from subsequent CHI programmes that will conserve household funds for other socio-economic ventures. There is a need to adequately subsidize the premiums that respondents were willing to pay in order to meet up with the cost of treatment through relevant collaborations and government allocations.
Education and gender were the variables found to exert significant effects on the respondents' knowledge and practice towards CHIS. Onwujekwe et al. also reported similar factors as predictors of WTP among respondents in their study in South eastern region of Nigeria [9] . Bamidele et al. also elicited that educational status of respondents was a key predictor of their practice towards CBHI scheme in the South western region of Nigeria [10] . Angel-Urdinola et al. concluded in their study that most household decisions in most African settings are usually affected by gender to the advantage of men and that men are usually the de facto head of household [14] . It was also reported that educated decision makers are more likely to take favorable decisions concerning the household than non-educated ones [14] . It is therefore not surprising that this present study which is also in an African setting seems to agree with the results from these other studies [9, 10, 14] . The implication of these findings is that socio-demographic variables influence the Knowledge and Practice of respondents with regards to CHI and should, therefore, play a role in the implementation of CHI in the FCT.
Conclusion
It is therefore concluded that the level of awareness to CHI in FCT is low with a need to implement subsequent community-based IEC using available social marketing strategies to stimulate community level awareness and knowledge of CHI in the FCT. The respondents demonstrated positive attitude and acceptance towards CHI and were committed to subsequent implementation of the programme. There is thus a need to enhance this trend by subsequently implementing the programme in the FCT.
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